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Transforming multimorbidity care 

Driven by a complex set of factors, the disease burden 
of multiple long term conditions or multimorbidity is 
significant and increasingly associated with negative 
outcomes such as increased mortality, lower quality of 
life and greater use of healthcare services. 
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15-30% of people in England are estimated to be living with 
multiple long term conditions.  Whilst more common in 
older adults, the proportion of individuals with 
multimorbidity under the age of 65 years is also rising.

Long term conditions management account for 70% of 
health and social care spend including half of GP 
appointments and over 3/4th of prescriptions costs.

Lack of clarity around reasons for diseases to cluster makes
it difficult to predict which patients may be most in need of 
preventive steps or increased care hence impacting delivery 
of a holistic service for these individuals. 

Current health systems, typically built around a single-disease 
framework, are poorly adapted to cope with patients with 
multimorbidity resulting in fragmented services and high 
utilisation of NHS workforce and resources.

The Problem The Impact

CareDoctR

Expected benefits
• Optimising long term condition recall and monitoring activities whilst reducing 

workload and resource costs for GP practices and improving patient access.

For further details, visit 

https://www.caredoctr.co.uk

or contacts us on

support@caredoctr.co.uk

WHAT

CareDoctR is a digital health solutions provider with a vision to 
transform care for patients with multiple long term conditions. 
Through the use of technology and enabling novel ways of working,
we optimise primary care resources and transform manual laborious 
care pathways into ones that are integrated, streamlined and reliable.

HOW

Using co-designed intelligent algorithms developed with primary 
care partners, CareDoctR’s secure cloud based innovation 
automatically identifies patients with long term conditions requiring 
recall and monitoring.  Key features include:

• Personalised care plans: Automated identification of high risk 
patients and system generated personalised care plans, including 
prepopulated test forms.

• Print and postage:  All patient communication is automatically 
sent via post, email etc.  Ability to include prescriptions to 
complete the pathway

• Pro-active Monitoring:  The software actively monitors high risk 
patients and follows-up non-responders, keeping practice staff well 
informed all the time.

• Avoiding repeated visits and tests, patients receive a single holistic review contributing 
towards improved experience and satisfaction.

• Enabling the opportunity to utilise a wider workforce such as pharmacist for 
multimorbidity management.

• Empowering local health economies to work at scale, addressing unmet needs and 
health inequality.


